who opened the Discussion, spoke to the following effect:-Of the branches of medicine that which deals with the more chronic diseases of the joints remains one of the most backward and obscure. The varied nomenclature in use in different lands, and by different observers in our own country, and the systems of cross classification which prevail, bear eloquent witness to the obscurity which still surrounds such maladies, and the backward condition of our knowledge of their pathogeny. For many years the morbid anatomy of one such disease was tacked on to the clinical features of another.
of these diseases have undergone profound changes. Doubtless many opinions will be expressed to-day which would have greatly surprised physicians working at the subject thirty-five years ago. We have acquired a considerable amount of more exact knowledge, but, unfortunately, we are not able to do much more for the relief of sufferers from chronic diseases of the joints. One of the advances I believe to be a wider recognition of the fact that more than one and perhaps several maladies had been confused together under the name of rheumatoid arthritis. For this name, which was introduced by my father, I have naturally a pious respect, but I am fully alive to its shortcomings. It was certainly an advance upon the term "rheumatic gout," which it superseded in the middle of the last century, but this in turn has lost its utility, and might be superseded by a better name if such could meet with general acceptance.
We have still much to learn concerning the pathogeny of osteo-arthritis. For many years, and in many writings, Sir Arbuthnot Lane insisted upon the part played by wear and tear of the joints in its causation. Though I believe that these influences do play a very important part in this connexion, I cannot doubt that there is also some underlying cause at work, which may be congenital or acquired. There is an interesting but out of the way piece of evidence bearing upon this point, which is worthy of attention, namely the peculiar liability of persons with alcaptonuria and ochronosis to develop osteoarthritic lesions in later life. Alcaptonuria is a rare and highly hereditary inborn peculiarity of metabolism, in virtue of which an aromatic acid, homogentisic acid, is present in the blood and is excreted in the urine, which blackens on standing. It is almost certain that all alcaptonurics develop ochronosis if they live long enough. That is to say their cartilages become blackened and undergo some structural change. The osteo-arthritis is a still later event, and may affect all the alcaptonuric members of a family of which the remaining members exhibit no articular lesions. Moreover the spinal lesions, which are conspicuous, impart a special stamp to the clinical picture, and we cannot doubt that the association of the anomaly and of the osteoarthritis is not accidental.
Another question upon which it is to be hoped that light will be thrown in the course of this discussion, is whether there be any one specific disease to which the name rheumatoid arthritis may be applied, or whether the condition so called is rather a syndrome which, like malignant endocarditis, may originate in infections by several kinds of bacteria. That the malady is an infective one is now generally accepted, but our knowledge of the organisms at work in its production is still very imperfect. The synovial fluid is usually sterile, even in the acute stage, and little success has attended cultures from the synovial membranes.
Cases of rheumatoid arthritis present very uniform clinical pictures: they resemble each other in the mode of onset of the articular lesions and in their distribution, in their persistence and in the liability to remissions and relapses, and in the deformities which they bring in their train. The characters of the arthritis are not so uniform. In some cases the periarticular structures suffer most and in others there is effusion of jelly-like fluid, and in others, again, the cavity is filled with villous outgrowths of synovial membrane.
One of the most striking features of the malady is the absence of any associated visceral lesions, in spite of the severe and long lasting affection of joints.
In some cases there is an obvious septic focus around the teeth or elsewhere, and treatment of that focus may be followed by arrest of the disease and recovery more or less complete. On the other hand I think it will be agreed that in many cases, and perhaps in the majority, the most careful scrutiny fails to reveal any such focus. Such experience as I have had in this matter has led me to the belief that among the cases classed under the name of rheumatoid arthritis the majority are examples of a specific infective disease. But there are other maladies which have a great superficial resemblance to that under consideration, and two of these call for special mention.
During the war some of us had opportunities of seeing many cases of bacillary dysentery in an acute stage, and at or near the places at which it was acquired. In not a few cases of that disease there develops a widespread periarthritis and arthritis which closely resembles rheumatoid arthritis in its clinical features. There is a similar affection of small and large joints alike, similar fusiform swellings of the joints of the fingers, and muscular atrophy. In a number of cases there is in addition an acute conjunctivitis, and irido-cyclitis also, as was pointed out by Kiep and Maxwell. But in all the cases of dysenteric arthritis which I had the opportunity of watching recovery followed after the dysenteric infection had died out, and serious permanent damage to a joint is certainly uncommon.
The course of rheumatoid arthritis, on the other hand, suggests that the infective agent remains active over long periods, and that by the time that it dies out irreparable damage has been done. In connexion with treatment of rheumatoid arthritis it is important to distinguish between the active stage, which may persist for many months or for years, and the later stage in which we see the after-effects, contracture of muscles, fixation of joints, and the bizarre deformities which form such characteristic sequels of that malady.
The arthropathies which accompany psoriasis also bear a close resemblance to those of rheumatoid arthritis. This form of arthritis has not received the attention which it deserves, but I believe it to constitute a. distinct clinical entity. It is apt to develop in close association with an attack of psoriasis, and may cripple the patient completely, but when the psoriasis yields to treatment, especially by arsenic, there may follow a complete or almost complete recovery, so that the patient may resume an active life. However relapses usually occur and successive attacks tend to leave the joints permanently damaged in the end.
Of treatment I propose to speak very briefly, hoping that other speakers, whose experience has been greater during the past few years, will enter more fully into this aspect of the subject. My own experience of the action of drugs in the diseases under discussion has not been encouraging. Of the drugs which have been recommended for the treatment of rheumatoid arthritis guaiacol carbonate has appeared to me the best, but it needs to be given continuously for months or for a year, if any effect is to be obtained. It is to be hoped that we shall have reports of the use of vaccines from some who have large experience of their use. I cannot say that I have seen any case of rheumatoid arthritis in which conspicuous improvement resulted from their administration, but believe that when a septic focus is found a vaccine should be given from which an autogenous vaccine can be prepared. Undoubtedly an attempt to get rid of any definite focus of infection is an essential part of treatment, and recovery may undoubtedly follow such treatment. It is obviously most important that such treatment should be carried out before irreparable damage to the joints has resulted. Treatment by protein shock, which has been applied by Dr. A. E. Gow and others, undoubtedly gives relief in some cases, but it would not seem that -the effects are permanent.
Watering-place treatment is obviously not desirable in the acute and subacute stages, but may be of much service when the infection has died out, whereas the deformities are not yet fully developed. Rest is a most important item in treatment, and it is unfortunate, from the patient's standpoint, that in the early stages he is often able to drag himself about, instead of taking to his bed.
I have thought that in the early stages of osteo-arthritis iodide of iron and arsenic have some power of arresting the morbid process. But most patients have to adjust their lives to their disabilities, and get along as well as they can. Treatment at watering places by baths, douches, electricity and massage, is -often of much service to the sufferers from osteo-arthritis, even to those who have malum cox8 senile. A judicious course of such treatment often relieves stiffness and diminishes pain, and its effects may persist for a year or more.
In conclusion I would express the hope that in the course of this discussion we shall have the advantage of hearing opinions as to the reality of the distinction drawn between osteo-and rheumatoid arthritis; as to whether or no rheumatoid arthritis is a definite morbid entity, or is produced by a variety of infective agents, and as to the value of modern bacteriological treatments in either condition or both.
Dr. MAURICE CASSIDY.
It is with considerable diffidence that I take part in this discussion, for it is no easy task to follow Sir Archibald Garrod, and I am aware that the few remarks that I have to make may be regarded as being agnostic or even reactionary. I shall begin by expressing my profound conviction that the importance of infective conditions in the setiology of these diseases is at the present time grossly over-rated. Particularly is this the case with rheumatoid arthritis. I regard true rheumatoid arthritis as a clinical entity, a somewhat uncommon disease. and one almost entirely confined to women, whom it attacks in early life. In my experience it is uncommon to find any septic focus, however carefully one hunts for it, in a genuine case of rheumatoid arthritis. As a rule these unfortunate patients have perfect teeth, there is no evidence of intestinal toxtemia, the urine is sterile, and the respiratory tract, tonsils, ears, and genitalia appear to be healthy. The fluid aspirated from these joints is invariably sterile, and the synovial membrane itself is, I believe, similarly sterile. Some years ago Mr. Percy Sargent and I examined, microscopically and bacteriologically, small fragments of synovial membrane removed during life from rheumatoid joints. In only one out of fifteen cases was an organism (a streptococcus) recovered, though cultures were made from the minced synovial membrane, aerobically and anaerobically, in all the usual media. I always suspected that our one positive result was due to a skin contamination.
Not only do I feel that there is no evidence in favour of the prevalent view that rheumatoid arthritis is due to septic absorption, usually streptococcal, from some local focus, commonly dental, but-I say this with bated breath-I confess to being a little sceptical as to whether this disease is infective at all. To my mind there is little in its clinical aspect, apart from the occasional pyrexia, to suggest an infective process. It may run a steadily progressive course, with remissions and exacerbations, of thirty or even fifty years, with
